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Abstract 
 The purpose of this integrative literature review is to evaluate the feasibility and 
effectiveness of utilizing mindfulness-based cognitive therapy (MBCT) to treat depression in 
older adults. MBCT is a safe and cost-effective treatment for depression. However, there is a 
lack of literature on the use of MBCT in the geriatric population. Since each study made 
different modifications to the original MBCT program to enhance its suitability for older adults, 
it is unknown if or how the adaptations specifically impacted the effectiveness and feasibility of 
the intervention. Additional research is needed to determine which modifications would be most 
advantageous for the geriatric population. Regardless of the limitations of current research, 
MBCT offers great promise for helping older adults with depression. 
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Mindfulness-Based Cognitive Therapy to Treat Depression in Older Adults: Integrative Review 
Introduction 
Depression  
 Everyone experiences sadness, but this emotion is fleeting or passes in a matter of days. 
Depression is a serious medical illness that causes persistent sadness and requires treatment. 
While symptoms vary between individuals, it is characterized by a loss of interest in activities 
that were once pleasurable. It is a common disorder that diminishes quality of life and increases 
risk of suicide. In 2014, approximately 16 million adults in the United States experienced at least 
1episode of major depression (National Institute of Mental Health, 2015). The probability of 
depression increases with age, and roughly 6.5 million Americans over the age of 65 are afflicted 
with this mental illness (Alpert, 2014).  
Depression in Older Adults  
 Older adults are particularly vulnerable to depression because of the high incidence of 
chronic illness. Chronic conditions reduce mobility and independence. These life disruptions 
often create despair. Accordingly, depression in the elderly is closely associated with disability 
and dependency. Medical conditions known to be associated with the development of depression 
include heart attack, stroke, bypass surgery, hip fracture, and macular degeneration. While some 
individuals have a life-long history of depression, situational stressors experienced by older 
adults include loss of a spouse or friend, transition to retirement, and moving from a family home 
to a long-term care facility. Such losses and social transitions can weaken one’s social support 
network (National Alliance on Mental Illness, 2014).   
Treating Depression in Older Adults  
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 There are unique challenges in diagnosing and treating geriatric patients for depression. 
Depression in the geriatric population often goes untreated because of the notion that it is a 
normal part of aging. Symptoms of depression can differ in older adults, such as memory 
problems, confusion, pain, delusions, and hallucinations. In addition to misperceived symptoms, 
the high cost of medications can serve as a barrier for older adults (National Alliance on Mental 
Illness, 2014). Specifically in the geriatric population, cost-related noncompliance is a significant 
problem with antidepressants (Sanglier et al., 2011). Older adults live on fixed incomes, so the 
affordability of treatment is a crucial consideration (Kelsey, 1998).   
 With age, the rate of chronic medical conditions increases (Sanglier et al., 2011). 
Antidepressants have been known to interact with other medications and negatively affect co-
occurring chronic conditions (Kelsey, 1998). Antidepressants are associated with falls, fractures, 
and decreased sleep in the elderly. Antidepressants are believed to cause these negative outcomes 
because of their ability to induce irregular heart rhythms, decrease blood pressure when sitting or 
lying, impair balance, and sedate (Galik & Resnick, 2013).  To avoid side effects, doses are often 
started low, slowly increased, and never reach a high enough threshold to be effective (Carroll, 
1998). 
 Older adults experience age-related changes that place them at greater risk for adverse 
drug reactions, which are injuries caused by taking medications (Sanglier et al., 2011). The 
body’s ability to process drugs declines with age because of reduced blood flow to the liver, 
reduced size of the liver, and decreased activity of some enzymes. This decline in liver function 
can prolong the response of some medications. The ability to excrete medications decreases with 
age because of diminished blood flow to the kidneys and decreased filtration rate, which can 
provoke drug accumulation in the blood. This build up of medication in the body is the principle 
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cause of adverse drug effects in the geriatric population. Additionally, polypharmacy, the use of 
4 or more medications at one time, is common with older adults. Polypharmacy increases the 
likelihood of medication interactions, which is when medications are taken together and one 
affects the activity of another (Lehne, 2013). The increased risks associated with utilizing 
antidepressants in the geriatric population warrants careful consideration of nonpharmacological 
treatments such as mindfulness-based cognitive therapy.   
Mindfulness-Based Cognitive Therapy  
 Over the last ten years, mindfulness meditation therapies have been increasingly used to 
treat a variety of illnesses and issues, such as depression, anxiety, bipolar disorder, 
schizophrenia, and pain (Marchand, 2013). Mindfulness is intentionally focusing one’s attention 
on the present moment, including “awareness of sensations, thoughts, and emotions” (Marchand, 
2013, p. 141). In other words, you observe the stream of thoughts in your conscious mind 
(Marchand, 2013). Individuals with depression fall into destructive patterns where they 
hyperfocus on distressing thoughts, feelings, and events. By focusing on one’s current state, 
mindfulness-based cognitive therapy (MBCT) aims to interrupt compulsive attention on 
unhappiness, pain, or suffering (Foulk, Foulk, & Ingersoll-Dayton 2007). As participants become 
better acquainted with their inner experience, they observe negative feelings without judgment 
(Bédard et al., 2013).     
 In 2002, Zindel Segal, John Teasdale, and Mark Williams developed MBCT specifically 
to prevent the relapse of depression. MBCT was presented as an 8-week group course. Group 
sessions were held once a week for 2 hours, and participants were taught an assortment of 
mindfulness meditations. For example, the body scan allowed individuals to concentrate on 
physical sensations in successive areas of the body. Sitting mediation, walking meditation, 
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mindful breathing, and mindful movement were other activities practiced during the meetings. 
Outside of group therapy, participants were expected to practice at home for 40 minutes per day 
(Segal et al., 2002). 
 The evidence base on MBCT strongly supports its effectiveness for preventing relapse of 
depression, especially with patients who have experienced 3 or more prior episodes of major 
depression (Marchand, 2013).  Galante and colleagues (2013) conducted a meta-analysis of 11 
randomized controlled trials.  In these studies, patients with a history of 3 or more previous 
episodes of major depression were monitored for a year.  The results of this meta-analysis 
showed that MBCT reduced the rate of relapse in participants by 40% (Galante, Iribarren, & 
Pearce, 2013). 
 It has been well documented that MBCT is an effective treatment for patients at risk for 
recurrent depression; moreover, MBCT offers protection against relapse “equal to that of 
maintenance antidepressant pharmacotherapy” (Marchand, 2013, p.144).  Results from an array 
of randomized controlled trials propose that MBCT is advantageous for relapse prevention of 
major depression, “with efficacy similar to maintenance antidepressants” (Eisendrath & Sipe, 
2012, p. 68). Thought processes associated with depression include critical self-perceptions and 
general dissatisfaction with life (Marchand, 2013).  MBCT promotes the development of 
experiential self-reference, which is the experience of one’s self in the current moment.  In turn, 
MBCT is associated with decreased emotional reactivity, lending itself to comparable success 
with antidepressant drug therapy (Eisendrath & Sipe, 2012).   
 Due to the heightened risk of adverse events with the use of antidepressants in the elderly 
population, other methods of treatment should be considered for their safety and tolerability.  
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While there is sufficient evidence that MBCT is an effective treatment for recurrent depression, 
further investigation is needed to determine its suitability for the geriatric population. Due to 
MBCT’s minimal risk to safety, low-cost, and long-lasting benefits, it is essential to study its 
efficacy in older adults (Smith, Graham, & Senthinathan, 2007).   
Aims 
 The aim of this paper is to conduct an integrative literature review of MBCT as a 
treatment for depression in older adults and to evaluate its effectiveness. To determine the 
feasibility of utilizing MBCT with older adults, studies of cognitively or physically disabled 
populations were also reported if the population’s impairments were considered germane to age-
related deficits. The purpose of this inclusion is to assess whether or not adaptations to MBCT 
that already exist in the literature for cognitive and physical disabilities would be suitable for the 
elderly.  
Methods 
Inclusion Criteria  
 Articles were included if they (a) involved patients with depression, (b) performed 
MBCT, and (c) were published in English.  
Exclusion Criteria  
 Articles were excluded because MBCT was not an intervention, MBCT was delivered at 
a distance, depression was not evaluated, non-relevant patient populations were studied 
(perinatal, industrial workers, etc.), or study participants had comorbidities (additional 
psychological disorders other than anxiety). Studies that were not academic journal articles or 
available in English were excluded as well.        
Search Strategy  
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 CINHAL, PubMed, Academic OneFile, and PsychInfo databases were utilized for the 
literature search. The searches of these databases were performed in November and December 
2014 (see Table 1 for search terms).  All results were organized by relevance.   
 First search. For the first search, CINHAL yielded 66 articles. Academic OneFile 
yielded 119 articles, and PubMed yielded 198 articles. PsychInfo returned the most results with 
266 articles. Although the search produced a significant number of articles, there was insufficient 
literature available on the use of MBCT to treat depression in the older adult population. Thus, 
the second search was conducted to ascertain more articles relevant to this specific age group.    
 Second search. For all databases, the limit placed on the date of publication was 
extended from 5 to 10 years to reveal additional research conducted in the geriatric population. 
CINHAL yielded 11 articles; Academic OneFile yielded 6 articles; PubMed yielded; 97 articles; 
PsychInfo yielded 21 articles.  
 Third search. CINHAL and Academic OneFile databases each yielded 1 article. 
PubMed returned 6 results. PsychInfo yielded 0 results. All results of the third search were 
excluded.  
Literature Selection  
 Following these searches, the reference lists of each paper were searched for relevant 
literature. As a result, studies with different populations, such as MBCT with	  cognitively or 
physically disabled populations, were included if they shared impediments similar to those of 
older adults and required modifications to MBCT. Therefore, 7 additional studies were included 
because their populations of interest required adaptations to MBCT that would be suitable for the 
elderly. Studies of people with diabetes, cardiac rehabilitation patients, adults with Autism, 
adults with intellectual disabilities, adults with traumatic brain injuries (TBI), and adults 
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suffering from Parkinson’s disease were incorporated in this literature review. A total of 14 
articles met the inclusion criteria. 
Results 
 A total of 14 articles were included in this review. The research studies included in this 
review used an array of designs including randomized control trials, quasi-experimental, and 
qualitative analyses. Of the studies conducted in the older adult population, 5 were quasi-
experimental and 2 were qualitative. Of studies conducted in populations with cognitive or 
physical disabilities, 3 were randomized controlled trials (RCTs), 2 were quasi-experimental, and 
2 were qualitative. In addition to older adults, other chronically ill populations included in this 
review are individuals with diabetes, Autism, intellectual disabilities, traumatic brain injuries, 
Parkinson’s disease and undergoing cardiac rehabilitation (see Tables 4 and 5 summaries of 
literature). Furthermore, these studies used different version of MBCT.  
Sample Sizes 
 For the older adult literature, the number of participants in each study ranged from 4 to 
60 (see Table 4 for sample sizes). The number of participants in studies with cognitive or 
physically disabled populations ranged from 6 to 94 individuals (see Table 5 for sample sizes). 
The scarcity of studies with fully powered sample sizes threatens the generalizability of results. 
Control Groups 
 Only 2 of 7 studies in the geriatric population had research designs with control groups 
(see Table 4 for study designs).  Comparably, just 3 studies conducted with cognitively or 
physically disabled populations had control group, and these 3 studies were the only RCTs (see 
Table 5 for study designs). Due to the lack of research conducted with control groups, the 
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internal validity of such studies is reduced, and the justification of their causal conclusions is 
brought into question.  
Treatment 
 Of the studies conducted with the geriatric population, 5 studies followed Segal, 
Teasdale, and William’s (2002) MBCT program (see Table 2 for intervention descriptions). This 
program is 8 weeks long, and individuals participate in 2 hours sessions once a week. 
Mindfulness activities include the Body Scan, sitting meditation, walking meditation, and 
mindful moment. The Body Scan is observing one’s physical sensations, moving through 
consecutive regions of the body. Sitting mediation involves closing your eyes and maintaining 
focus on the present activity of sitting. Similarly, walking meditation keeps one’s attention on the 
experience of walking (Segal et al., 2002). Smith et al.’s (2007) study eliminated mindful 
walking and modified postures to accommodate participants’ impaired balance. Foulk et al. 
(2007) extended sessions to 150 minutes to allow time for debriefing and discussion. Sitting 
meditation was reduced from 40 to 30 minutes to improve comfort and reduce pain. To enhance 
body support, participants were encouraged to use the back of chairs to assist with movements, 
and pillows and blankets were provided during floor exercises. Handouts were written in large 
font to accommodate visual impairments, and the program facilitator used a microphone to 
accommodate for hearing deficits (Foulk et al., 2007).  
 Kitsumban, Thapinta, Sirindharo, & Anders (2009) conducted a study in the geriatric 
population, and the primary researcher developed a 4 week MBCT program, known as a 
cognitive mindfulness practice program (CMPP). The CMPP program contained 2 phases, a 
mindfulness phase and a cognitive therapy (CT) phase. CT practice comprised analysis of one’s 
automatic thoughts. In order to prevent over-exertion, the CMPP program was limited from 8 to 
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4 weeks, and 15 minute breaks were proivded during sessions. Sessions lasted between 4 and 6 
hours (Kitsumban et al., 2009).   
 Doswell and Martin (2012) based their study’s intervention on mindfulness-based stress 
reduction (MBSR) programs, which are traditionally 8 weeks long as well. MBSR incorporates 
mindfulness meditation and yoga. Both MBCT and MBSR are group-based programs, and both 
therapies contain the same mindfulness activities. However, MBSR lacks the cognitive 
behavioral therapy (CBT) aspects of MBCT, which include recognition of negative thought 
patterns. This intervention took an educational approach instead of a therapeutic approach, 
utilizing terms such as class instead of session (Doswell & Martin, 2012).  
 For the literature on populations with cognitive or physical disabilities, 4 studies’ 
interventions were solely based on Segal, Teasdale, and William’s (2002) MBCT program (see 
table 3 for intervention descriptions).  Griffiths, Camic, and Hudson (2009) based their 
intervention for the cardiac rehabilitation population on this program, but they modified walking 
and laying mediations to reduce physical exertion. Likewise, yoga poses and standing stretches 
were eliminated to remove safety concerns related to balance (Griffiths et al., 2009). Idusohan-
Moizer, Sawicks, Dendle, Albany based their intervention on Segal et al. (2002), but they 
extended the program to 9 weeks, yet sessions were shortened to 1.5 hours. The Body Scan and 
mindful walking were eliminated from the curriculum, but the raisin exercise was added. The 
raisin exercise involves places a raisin on your tongue and concentrating on its sensations. While 
there was less variety of mindfulness activities, emphasis was placed on repetition to adapt the 
program for individuals with cognitive deficits (Idusohan-Moizer et al., 2002). Bédard et al. 
(2013) extended its MBCT program to 10 weeks, but sessions were shortened to 1.5 hours. 
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Fitzpatrick, Simpson, and Smith (2010) did not find it necessary to modify the MBCT program 
for individuals with Parkinson’s disease.  
 In the literature on cognitive or physical disabilities, 1 study’s intervention was based on 
elements from Segal, Teasdale, and William’s MBCT program and Kabat-Zinn’s MBSR 
program. Sessions were shortened to 1.5 hours to prevent fatigue. Memory aids were provided, 
and reviews were conducted periodically. These modifications addressed attention, 
concentration, and memory difficulties in individuals with traumatic brain injuries (Bédard et al., 
2012). On the other hand, Spek, Van Ham, and Nyklícek (2013) eliminated all cognitive 
components of the MBCT therapy to accommodate information processing deficits associated 
with Autism. For this reason, they also extended the program to 9 weeks, sessions to 2.5 hours, 
and breathing exercises to 5 minutes (Spek et al., 2013).  While MBCT is usually a group 
therapy, Tovote et al. (2014) examined the effects of the intervention when provided in an 
individual format.  
Randomized Control Trials  
 The 3 RCTs were conducted in populations with cognitive or physical disabilities. Tovote 
et al. (2014) studied MBCT in individuals with diabetes, and it was the first RCT that evaluated 
the effectiveness of individual MBCT. The Beck Depression Inventory-II (BDI-II), which is the 
most commonly used instrument in measuring the severity of depression, was administered to 
participants, and it showed a reduction in depressive symptoms after the course (Beck, Steer, & 
Brown, 1996; Tovote et al., 2014).  Likewise, Bédard et al. (2013) studied MBCT in individuals 
with TBIs, and the BDI-II scores demonstrated a decrease in symptoms of depression that was 
maintained at 3 months follow-up, which indicates that MBCT produces positive long-term 
outcomes.  
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 Spek et al. (2013) studied MBCT in individuals with Autism spectrum disorder in the 
Netherlands, and the results of this study revealed that the modified MBCT course decreased 
symptoms of depression and anxiety. An increase in positive affect was found in the intervention 
group. Participants also experienced a decrease in rumination, compulsive attention on distress. 
These outcomes were not present in the control group (Spek et al., 2013). In a like manner, the 
individual MBCT administered by Tovote et al. (2014) decreased participants’ anxiety and 
diabetes-associated distress.  
Quasi-Experimental Studies  
 Of the 7 quasi-experimental studies, only 2 had control groups. Connor, Piet, and 
Hougaard (2014) performed a non-randomized controlled pilot study with older adults. While the 
control group experienced no change in the severity of depressive symptoms, the MBCT group 
experienced a significant decrease in depressive symptoms. At 5 months follow-up, none of the 
participants who had received the intervention had elevated symptoms of depression (Connor et 
al., 2014). Kitsumban et al. (2009) performed the other quasi-experimental study with a control 
group in Thailand. Depressive symptoms decreased more in the intervention group than the 
control group, and at 3 months post-intervention, the depressive symptoms in the intervention 
group had further decreased (Kitsumban et al., 2009). Meeten, Whiting, and Williams (2014) 
administered the Depression, Anxiety, and Stress Scales to older adult participants in the United 
Kingdom (UK), which showed that participants experienced improvement in their depression 
and anxiety. Meeten et al. (2014) also demonstrated the effectiveness of MBCT in preventing 
relapse of depression because no participants had experienced a relapse at 6 months follow-up. 
Comparably, Idusohan-Moizer et al. (2013) studied MBCT in individuals with intellectual 
disabilities in UK, and participants experienced a decrease in depression and anxiety that 
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remained at 6 weeks follow-up. Moreover, the quasi-experimental studies conducted by Foulk et 
al. (2007); Bédard et al. (2012); and Splevins, Smith and Simpson (2009) demonstrated that 
MBCT reduces the severity of depression. All in all, the results of the quasi-experimental studies 
suggest that MBCT is effective at treating depression and has long-term benefits.  
Qualitative Research  
 In Britain, Smith et al. (2007) conducted a qualitative pilot study in the geriatric 
population. During interviews, participants noted that MBCT increased their self-awareness and 
acceptance. Another theme that emerged was decreased attention on distressing thoughts (Smith 
et al., 2007). Griffiths et al. (2009) conducted an interpretative phenomenological analysis in the 
cardiac rehabilitation population, and the same themes of improved awareness, decreased self-
criticism, and increased ability to cope with stress were found in this study. Doswell and Martin 
(2012) studied MBCT in older adults in the UK, and they utilized an interpretative qualitative 
analysis design. This study noted an increase in participants’ self-awareness. Fitzpatrick et al. 
(2010) studied MBCT in individuals with Parkinson’s disease using an interpretative 
phenomenological analysis design. During semi-structured interviews, participants described 
focusing less on distressing thoughts and being more confident post-intervention (Fitzpatrick et 
al., 2010). All 4 qualitative analyses support the notion that MBCT improves awareness and 
decreases self-critical and distressing thoughts.  
 Of these studies, only 2 followed up with intervention participants after they received the 
intervention. Smith et al. (2007) followed-up with participants at 1-year post-intervention, and 
participants still found MBCT as beneficial in their lives. However, 2 participants experienced a 
reoccurrence of depression (Smith et al., 2007). Doswell and Martin (2012) also followed-up 
with participants at 1-year, and participants described negative life aspects due to illnesses and 
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other life events. At 3 months, participants had still been reporting positive experiences though 
(Doswell and Martin, 2012). The results of these 2 qualitative studies differ from the results of 
the quasi-experimental studies that suggested that MBCT provides long-term benefits in 
preventing the relapse of depression.  
Discussion 
Limitations  
 In general, there is a lack of literature on the use of MBCT to treat depression in the 
geriatric population; therefore, other relevant populations of interest were included in this review 
to examine if adaptations that currently exist in the literature could be suitable modifications for 
age-related deficits in the older adult population. Due to the lack of available literature, further 
research is needed to draw substantial conclusions about the effectiveness and suitability of 
MBCT to treat depression in the geriatric population.  
Adaptations to MBCT for Older Adults   
 While current research results indicate that MBCT is an effective treatment for 
depression in older adults, there are vast inconsistencies in adaptations to the traditional MBCT 
program. Since each study modified MBCT in a different way, it is unknown if or how the 
adaptations specifically impacted the effectiveness and feasibility of the intervention for the 
older adult population. Rationale for adaptations was not provided in all cases. While Bédard et 
al. (2013) extended the number of weeks the course ran to account for information processing 
deficits and to supply additional practice time, Kitsumban et al. (2009) shortened the course to 4 
weeks without providing a basis for this modification. Similarly, Idusohan-Moizer et al. (2013) 
shortened each MBCT session from 2 to 1.5 hours without providing support for this alteration. 
Furthermore, Tovote et al. (2014) administered MBCT in an individual format, but the other 13 
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studies delivered group therapy (see Tables 2 and 3 for intervention descriptions). While not all 
participants saw the individual format as beneficial, some participants preferred individual 
therapy (Tovote et al., 2014).  From the current evidence base, it is unclear as to how group 
versus individual therapy impacts the effectiveness of the intervention in treating depression. 
While Smith et al. (2007) eliminated mindful walking to accommodate the older adults’ balance 
problems, Doswell and Martin (2012) maintained this mindfulness activity as a part of the 
program without comment as to its feasibility with the older adult population. From the 
literature, it is unknown whether these adaptations, as compared to the original MBCT program, 
improved the intervention’s efficacy. The considerable variability among the interventions 
justifies the need for additional research to determine which modifications would be most 
advantageous for the geriatric population.  
Future Research  
 Additional research should be conducted to compare adaptations to the original MBCT 
program to scientifically determine which are best suited for older adults. Even though some 
adaptations in the current literature were chosen without evidentiary support, the results 
demonstrate that MBCT is effective in reducing depressive symptoms. As long as researchers 
consider the safety and feasibility of the program in their population of interest, perhaps the 
specific modifications to the program are less important because the outcomes are still positive. 
Nevertheless, 2-arm studies comparing different adaptations of MBCT with a control group are 
needed to provide rationale for adaptations being particularly suited for the geriatric population. 
 In the available literature, the positive benefits of MBCT remained up to 6 months post-
intervention (Meeten et al., 2014). However, 2 studies assessed participants at 1-year, and the 
results demonstrated less protective effects against the relapse of depression (Doswell & Martin, 
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2012; Smith et al., 2007). Future research needs to be more consistent in its methods of follow-
up analysis to determine how long the benefits of MBCT last.  
 More specifically, the current evidence base has small sample sizes, which threaten the 
applicability of results to the larger population (see Tables 4 and 5 for sample sizes).  Future 
research needs to ascertain adequate sample sizes. In a step towards this goal, we need to 
examine factors contributing to high attrition rates and ways to encourage older adults to remain 
in these studies (see Tables 4 and 5 for attrition rates). The majority of studies did not assess 
adherence to home practice assignments, and this flaw in design and data collection should be 
addressed (see Tables 4 and 5 for literature critiques). Participants referred themselves for 
treatment of depression in 2 studies (Tovote et al., 2014; Griffiths et al., 2009). Future studies 
should utilize more rigorous recruitment methods to reduce the potential for selection-bias.   
Conclusion 
 MBCT decreases symptoms of depression and anxiety. It provides individuals with 
coping skills to interrupt depressive thought patterns, and it shows promise in increasing self-
awareness and acceptance. However, there are inconsistent results on the long-term benefits of 
MBCT. Currently, it is unclear as to which adaptations are best suited for older adults, so we 
recommend that researchers thoroughly consider the risks and needs of their population of 
interest prior to modifying the MBCT program. Regardless of the limitations of current research, 
MBCT has a great promise for helping older adults with depression.  
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Appendix 
 Table 1 
Search Terms 
First search 
(MBCT + Depression) 
“mindfulness-based cognitive therapy” OR MBCT 
OR (mindful* AND (“cognitive therapy” OR 
“cognitive behavioral therapy”)) AND depress*  
 
Results 
limited to 
years 2009-
2014 
Second search 
(MBCT + Depression 
+ Older Adults) 
“mindfulness-based cognitive therapy” OR MBCT 
OR (mindful* AND (“cognitive therapy” OR 
“cognitive behavioral therapy”)) AND depress* AND 
elder* OR geront* OR aged OR old* OR “older 
adults” 
Results 
limited to 
years 2004-
2014 
Third search 
(MBCT + Depression 
+ Older Adults + 
Long-term care)   
“mindfulness-based cognitive therapy” OR MBCT 
OR (mindful* AND (“cognitive therapy” OR 
“cognitive behavioral therapy”)) AND depress* AND 
(elder* OR geront* OR aged OR nursing  OR 
residential OR geront* OR old* OR rest OR long-
term OR “assisted living”) AND (home OR house* 
OR institution* OR facilit*) 
Results 
limited to 
years 2004-
2014 
 
Table 2 
Older Adult Literature MBCT Descriptions 
Title (Author) MBCT Description 
Mindfulness-based cognitive 
therapy for recurring depression in 
older people: A qualitative study 
(Smith et. al) 
• Followed the curriculum of Segal et al. (2002)   
• 8 week course; 2 hour sessions 
• Daily formal mindfulness practices: Body Scan, 
sitting meditation, and mindful movement  
• Practice at home guided by audiotapes  
• Handouts provided each week outlining session 
content and home assignments  
• Modified postures for participants who could not 
lie down  
• Eliminated mindful walking because of 
participants’ balance issues 
Mindfulness and older people: a 
small study (Doswell & Martin) 
• Based on mindfulness-based stress reduction 
programs   
• Educational vs. therapeutic approach (use of the 
term class instead of session)  
• Sitting meditation and mindful walking  
• Focus on breathing  
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• Participants complained that formal meditation 
was the most difficult aspect of mindfulness  
An exploratory study of group 
mindfulness-based cognitive 
therapy for older people with 
depression (Meeten et. al) 
• Followed the curriculum of Segal et al. (2002)  
• 8 week course; 2 hour sessions  
• 40 minutes of practice at home a day  
Mindfulness-based cognitive 
therapy with older adults: an 
exploratory study (Foulk et. al) 
• Followed the curriculum of Segal et al. (2002) 
• 8 week course; 2 hour sessions  
• After the start of the course, sessions were 
extended to 150 minutes to allow adequate time 
for debriefing and discussion  
• Participants were given a break during the 2 hour 
sessions 
• 30-40 minutes of practice at home a day  
• Mindfulness meditations: Body Scan, 
mindfulness breathing, mindful walking, mindful 
movement, formal meditation  
• Participants were provided with 2 CDs of the 
facilitator’s guided meditation to promote home 
practice  
• Handouts provided each week outlining session 
content  
• Large font handouts to accommodate visual 
deficits  
• Facilitator used a microphone during sessions to 
accommodate hearing deficits  
• For the 5th MBCT group only, a mindfulness 
retreat was held between sessions 6 and 7   
• The mindfulness retreat was shortened from 6 to 
5 hours to accommodate the geriatric population  
• Supplied pillows and blankets to support 
participants’ bodies during floor exercises  
• Sessions scheduled at 9:30 AM based on the 
assumptions that participants might want 
afternoon naps or become drowsy after lunch  
• Seated meditations were shortened from 40 to 30 
minutes  
• Participants were asked to use the back of chairs 
as support  
Do improvements in emotional 
distress correlate with becoming 
more mindful? A study of older 
adults. (Splevins et. al) 
• Followed the curriculum of Segal et al. (2002)  
• 8 week course  
• Participants were only required to attend 5 
sessions to complete the course  
The Effects of mindfulness-based 
cognitive therapy on depressive 
• Followed the curriculum of Segal et al. (2002)  
• 8 week course  
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symptoms in elderly bereaved 
people with loss-related distress: a 
controlled pilot study (Connor et. 
al) 
Effect of cognitive mindfulness 
practice program on depression 
among elderly Thai women 
(Kitsumban et. al) 
• Based on cognitive mindfulness practice program 
(CMPP) 
• 2 phase program occurring in 11 sessions over 4 
weeks  
• Phase 1 (1 week): mindfulness practice for 6 
hours/day for 5 days 
• Phase 2 (3 weeks): practice at home for 3 hours 
every Tuesday and Thursday  
 
Table 3 
Cognitive or Physical Disabilities Literature MBCT Descriptions  
Title (Author)  MBCT Description  
Individual mindfulness-based 
cognitive therapy and cognitive 
behavior therapy for treating 
depressive symptoms in patients 
with diabetes: Results of a 
randomized controlled trial (Tovote 
et al.) 
• 8 week course  
• Structured intervention 
• Individual therapy (not a group intervention)  
Participant experiences of a 
mindfulness-based cognitive 
therapy group for cardiac 
rehabilitation (Griffiths et al.) 
• Followed the curriculum of Segal et al. (2002)  
• 8 week course  
• Adaptations for cardiac population: tailored 
handouts for emotions experienced by this patient 
population (ex. worries about health), modified 
walking and laying meditation, included sitting 
stretches and breath exercises, eliminated yoga, 
and eliminated standing stretches  
Mindfulness-based therapy in adults 
with an autism spectrum disorder: a 
randomized controlled trial (Spek et 
al.) 
• 8 week course extended to 9 weeks, 2.5 hour 
sessions  
• 3 minute breathing exercise extended to 5 minutes  
• Eliminated cognitive components of the therapy to 
accommodate for information processing deficits 
associated with Autism  
• Eliminated examination of one’s thoughts 
• 40 to 60 minutes of home practice 6 days out of 
the week  
• mp3 audio files available on the internet of guided 
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meditation to facilitate home practice  
• Planning issues for home practice were discussed 
on an individual basis  
Mindfulness-based cognitive 
therapy for adults with intellectual 
disabilities: An evaluation of the 
effectiveness of mindfulness in 
reducing symptoms of depression 
and anxiety (Idusohan-Moizer et 
al.) 
• 9 week course; 1.5 hour sessions  
• 10 minute break every session  
• Followed the curriculum of Segal et al. (2002)  
• Mindfulness activities: mindfulness breathing, 
yoga, raisin exercise, diary of pleasant and 
unpleasant events 
• Added meditation on the soles of the feet and 
modified self-compassion exercises  
• PowerPoint presentations with pictures of key 
points  
• Handouts provided for home practice assignment 
and instructions 
• 1-2 meditations practiced per session  
• Eliminated the Body Scan and mindful walking 
• Less variety of mindful exercises but more 
repetition to accommodate for deficits associated 
with intellectual disabilities  
Mindfulness-based cognitive 
therapy: Benefits in reducing 
depression following a traumatic 
brain injury (Bédard et al., 2012) 
• 8 week course; 90 minute sessions 
• Followed the curriculum of Segal et al. (2002) and 
Kabat-Zin’s manualized mindfulness-based stress 
reduction program 
• Mindfulness activities: formal meditation, 
breathing exercises, yoga  
• Shortened sessions, provided memory aids, and 
conducted reviews to accommodate attention, 
concentration, and memory issues with the TBI 
population  
• After every session, participants completed a 
written assignment  
• Compact disks of guided meditation to facilitate 
home practice  
Mindfulness-based cognitive 
therapy for TBI reduces symptoms 
of depression: Results from a 
randomized controlled trial (Bédard 
et al., 2013) 
• 10 week course; 1.5 weekly sessions 
• Followed the curriculum of Segal et al. (2002)  
A qualitative analysis of 
mindfulness-based cognitive 
therapy (MBCT) in Parkinson’s 
disease (Fitzpatrick et al.) 
• 8 week course; 2.5 hour session  
• Followed the curriculum of Segal et al. (2002)  
• No modifications to MBCT were made for the 
patient population  
• All physical exercises were voluntary  
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Table 4 
Summary of Literature on Mindfulness-Based Cognitive Therapy to Treat Depression in 
Older Adults, 2004-2014 
Title (Author) Brief 
Description of 
Study 
Primary 
Findings 
Critique and 
Comments 
Considerations 
for Adapting 
MBCT for the 
Geriatric 
Population 
Mindfulness-
based cognitive 
therapy for 
recurring 
depression in 
older people: A 
qualitative study 
(Smith et al.)  
Therapy: MBCT 
 
Setting/design: 
Lancashire Care 
NHS Trust, 
Britain; 
Qualitative pilot 
study  
 
Participants: 38 
received MBCT 
intervention; 
ages 65-88; mean 
age of 70.5  
 
Participants 
noted that MBCT 
increased their 
self-awareness 
and self-
acceptance, 
enhanced their 
relaxation and 
sleep, and 
reduced their 
negative 
ruminations. 
Reponses 
suggested that 
MBCT treated 
depression. At 1-
year follow-up, 
more participants 
found MBCT to 
be beneficial to 
their lives than 
after the 
completion of the 
program, but 2 
participants 
experienced a 
recurrence of 
depression. 
8 participants 
dropped out of 
the study before 
its completion 
but an 
explanation was 
provided. 50% of 
the remaining 30 
participants 
attended post-
study reunions. 
This decrease in 
post-course data 
could have 
implications for 
the validity of 
the follow-up 
results. It is 
unknown if any 
individuals that 
did not attend 
reunions 
experienced a 
recurrent episode 
of depression.  
The lack of a 
control group 
threatens internal 
validity. 
Modified 
postures were 
offered for those 
that could not lie 
down. Mindful 
walking was 
eliminated 
because 
participants 
became 
unbalanced. A 
few participants 
expressed 
difficulty-
conceptualizing 
MBCT, so future 
efforts to 
improve pre-
course 
understanding 
should be 
considered. This 
was the first 
study to assess 
adaptability of 
MBCT for older 
adults, and 
MBCT was 
found to be well 
suited for this 
age group. 
Mindfulness and 
older people: a 
small study 
(Doswell & 
Martin)  
Therapy: MBCT 
 
Setting/design: 
Age UK 
premises, United 
Kingdom; 
Participants 
readily accepted 
the mindfulness 
intervention, and 
they felt that this 
therapy was well 
There were no 
exclusion 
criteria. Only 2 
of the 4 
participants were 
able to complete 
The MBCT 
program was 
limited to 8 
sessions. 3 focus 
groups were 
added before the 
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interpretive 
qualitative 
analysis  
 
Participants: 4 
received; 
Mindfulness 
intervention; 
ages 65+ 
suited for their 
age group.  
Participants 
reported 
experiencing an 
increased ability 
to focus on the 
present, more 
self-awareness, 
and greater 
pleasure in life.  
Although, at 1 
year follow-up, 
participants 
described 
negative life 
aspects.  
the 1-year 
follow-up 
interview 
because the 
others were ill.  
The small sample 
size limits 
generalizability 
of results. 
Participants were 
described as over 
the age of 65 but 
participants were 
not asked to 
provide their age.  
The intervention 
setting was not 
described.  A 
second 
individual did 
not validate data 
analysis, 
reducing the 
rigor of the 
study. There was 
limited 
collaboration 
between the 
researchers and 
the occupational 
therapist (OT) 
that conducted 
the MBCT 
sessions. It was 
not assessed 
whether or not 
there were any 
differences in the 
MBCT teaching 
sessions, which 
could threaten 
the internal 
validity of the 
study.  
first and last 
session and at 3 
months post-
intervention.  
Participants felt 
that meditation 
was the most 
difficult part of 
mindfulness. 
Participants 
found informal 
meditation easier 
to sustain than 
formal. 
Participants 
wished the 
classes had 
continued.  
Occupational 
therapists should 
be considered as 
MBCT 
facilitators 
because they can 
teach individuals 
how to 
incorporate 
mindfulness into 
daily life.  This 
was the first 
study in which 
an OT facilitated 
MBCT sessions 
in order to 
evaluate its 
adaptability for 
older adults.     
An exploratory 
study of group 
Therapy: MBCT 
 
After the MBCT 
intervention, 
4 participants 
dropped out of 
Participants were 
satisfied with the 
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mindfulness-
based cognitive 
therapy for older 
people with 
depression 
(Meeten et al.)  
Setting/design: 
Buddhist center, 
United Kingdom; 
exploratory 
study, quasi-
experimental 
pretest-posttest 
design  
 
Participants: 13 
received MBCT 
intervention; 
ages 65+ 
 
there was 
reduced severity 
of depression and 
anxiety. There 
were significant 
improvements in 
personal growth 
and life purpose, 
which are 
measures of 
well-being.  At 6 
months post-
intervention, 
none of the 
participants 
experienced a 
relapse of 
depression.  
the study, 
leaving a small 
sample size of 9. 
Such a small 
sample 
jeopardizes the 
generalizability 
of results.  
structure of 
MBCT sessions, 
but they disliked 
daily homework 
practice. While 
this study 
determined that 
MBCT is an 
acceptable 
approach for 
treating 
depression in 
older adults, 
future research is 
needed with 
larger sample 
sizes and control 
groups to better 
determine its 
adaptability.  
Mindfulness-
based cognitive 
therapy with 
older adults: an 
exploratory study 
(Foulk et al.)  
Therapy: MBCT 
 
Setting/design: 
geriatric 
outpatient clinic 
in small Midwest 
town; 
exploratory pilot 
study; quasi-
experimental 
pre-post design 
 
Participants: 50 
received MBCT 
intervention; 
ages 61-89; mean 
age of 72.9 
 
Post-MBCT 
intervention, 
there were 
statistically 
significant 
improvements in 
rumination, 
sleep, anxiety, 
and significance 
of depression. 
Participants rated 
MBCT as 
important to their 
recovery from 
depression.  
Coworkers of the 
individual that 
conducted the 
MBCT groups 
referred some 
participants to 
this study. This 
recruitment 
process could 
pose ethical 
dilemmas.   
Participants were 
not followed up 
with after the 
intervention to 
examine long-
term outcomes. 
There was no 
control group, 
which reduced 
the internal 
validity of the 
study. External 
validity was 
threatened by 
conducting the 
Participants were 
given pillows 
and provided 
with the option 
to sit in a chair 
instead of on the 
floor. They were 
encouraged to 
use the back of 
their chairs for 
support while 
standing. Leg 
lifts were 
excluded from 
walking 
meditation. 
Seated 
meditations were 
shortened from 
40 minutes to 20-
30 minutes, and 
the entire length 
of a session was 
limited to 120 
minutes, with a 
break. The social 
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MBCT groups in 
a single setting 
and with a single 
facilitator.  
worker 
conducting the 
MBCT groups 
used a 
microphone and 
large font 
handouts. MBCT 
was found to be 
adaptable for 
older adults.  
Do 
improvements in 
emotional 
distress correlate 
with becoming 
more mindful? A 
study of older 
adults. (Splevins 
et al.) 
Therapy: MBCT 
 
Setting/design: 2 
community 
settings in 
Northwest 
England; quasi-
experimental 
pretest-posttest 
design 
 
Participants: 43 
received MBCT 
intervention; 
ages 49-79; mean 
age of 65 
For the MBCT 
intervention 
group, there was 
a significant 
improvement in 
the ability to be 
mindful after 
completion of the 
program, and an 
increase in 
mindfulness was 
significantly 
related to 
decreased levels 
of depression. 
Depression, 
anxiety, and 
stress all 
significantly 
decreased after 
the MBCT 
intervention.  
3 participants did 
not have 
clinically 
significant 
depression prior 
to the 
intervention, but 
they were not 
excluded from 
the study due to 
self-reported 
acute distress. 21 
individuals 
dropped out of 
the study after 
attending at least 
1 MBCT session, 
and a full 
explanation was 
not provided 
because 
incomplete data 
was gathered 
about reasons for 
leaving the 
study. An a 
priori power 
calculation 
determined that 
33 participants 
were required to 
assess for a large 
treatment effect, 
and only 22 
individuals 
completed the 
Further efforts 
need to be made 
to quantify 
changes in 
mindfulness as a 
result of MBCT. 
Without this 
data, it is 
difficult to 
develop MBCT 
programs that 
target specific 
populations, such 
as older adults. 
The program ran 
over 8 weeks, but 
participants were 
only required to 
attend 5/11 
sessions to 
complete it.  The 
sessions were 
limited to 2 
hours.  Beyond 
time, no further 
adaptations for 
older adults were 
discussed.  
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program. Due to 
the small sample 
size, the results 
of this study 
might not be 
generalizable. 
The 2 
community 
settings where 
the MBCT 
intervention took 
place were not 
described. There 
was no control 
group, which 
threatens internal 
validity.  Since 
one practitioner 
led the MBCT 
sessions, external 
validity is also 
threatened.  
The Effects of 
mindfulness-
based cognitive 
therapy on 
depressive 
symptoms in 
elderly bereaved 
people with loss-
related distress: a 
controlled pilot 
study (Connor et 
al.)  
Therapy: MBCT 
 
Setting/design: 
No setting 
described; non-
randomized 
controlled pilot 
design 
 
Participants: 18 
assigned to 
MBCT 
intervention 
group; 18 
assigned to 
control group; 
ages 65-80; mean 
age of 77 
5 months post-
study, the MBCT 
group had 
significantly 
reduced 
depressive 
symptoms 
compared to the 
control group.  
None of the 
participants that 
completed the 
MBCT program 
had elevated 
depressive 
symptoms at 
follow up.   
Participants were 
recruited from a 
prior study.  Out 
of 330 in the 
original study, 
213 responded to 
the follow-up 
questionnaire. Of 
this, 73 
participants were 
included in the 
study. Some 
could not be 
subsequently 
reached or 
declined further 
participation. 30 
completed the 
study. This 
response bias 
could have 
implications on 
the validity of 
this study.  
MBCT sessions 
were limited to 
once a week for 
120 minutes, 
with 40 minutes 
of homework a 
day. 2 
individuals 
trained on 
mindfulness 
instructed each 
session to ensure 
safety. MBCT 
was found to be 
adaptable for 
older adults.  
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After sessions 
began, 6 
participants from 
the MBCT 
intervention 
group dropped 
out of the study 
and no 
explanation was 
provided.  
Effect of 
cognitive 
mindfulness 
practice program 
on depression 
among elderly 
Thai women 
(Kitsumban et 
al.)  
Therapy: 
Cognitive 
Mindfulness 
Practice Program 
(CMPP) 
 
Setting/design: 2 
community 
centers in Chiang 
Mai, Thailand; 2 
group, pretest-
posttest, control 
group design 
 
Participants: 30 
assigned to 
CMPP 
intervention 
group; 30 
assigned to 
control group; 
only females; 
ages 60-80 
The CMPP group 
had a larger 
decrease in 
depression scores 
at the end of the 
intervention 
program and at 3 
months post-
study than did 
the control 
group.  
3 individuals 
from each group 
dropped out of 
the study but an 
explanation was 
provided.  
Individuals in the 
control group 
received standard 
nursing care, but 
potential 
differences in 
nursing care at 
the 2 community 
centers were not 
assessed. All 
CMPP sessions 
were led the 
primary 
researcher, which 
threatens 
external validity.  
The CMPP 
program was 
limited to 4 
weeks instead of 
8. The 11 
sessions each 
lasted between 4-
6 hours, with 2-
15 minute 
breaks.  The goal 
of mindfulness 
therapy was 
described at the 
beginning of 
every session. 
CMPP was found 
to be adaptable 
for older adults.   
 
Table 5 
Summary of Literature on Mindfulness-Based Cognitive Therapy to Treat Depression in 
Populations with Cognitive or Physical Disabilities, 2009-2014 
Title (Author) Brief Description 
of Study 
Primary 
Findings 
Critique and 
Comments 
Considerations 
for Adapting 
MBCT  
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Individual 
mindfulness-
based cognitive 
therapy and 
cognitive 
behavior therapy 
for treating 
depressive 
symptoms in 
patients with 
diabetes: Results 
of a randomized 
controlled trial 
(Tovote et al.) 
Therapy: MBCT 
 
Setting/design: 
Multicenter 
Randomized 
Controlled Trial 
with 3 conditions 
(MBCT, CBT, & 
Wait list control); 
pretest and 
posttest design 
 
Participants: 94 
outpatients; 31 
randomized to 
MBCT; 32 
randomized to 
CBT; 31 
randomized to 
wait list; ages 18-
70  
Participants in 
the MBCT and 
CBT groups 
reported a 
significant 
decrease in 
depressive 
symptoms. Both 
groups 
experienced 
reduced anxiety, 
enhanced well 
being, and less 
distress 
associated with 
their diabetes.  
A fully powered 
sample of 42 
participants per 
condition was 
not met. 15 
participants were 
recruited from 
self-referral, 
indicating 
potential 
selection bias. 
Attrition rates for 
the MBCT and 
CBT conditions 
were high. 
Depressive 
symptom 
assessors were 
not blinded, so 
ratings could 
have been 
biased.  The 
setting of the 
interventions 
was not 
described.  
Daily homework 
practice was 
reported on 
weekly 
evaluation forms 
to assess 
adherence and 
sufficiency.  
Interventions 
were structured 
and short. 
MBCT does not 
necessarily 
improve self-
care, so the 
safety needs of 
participants need 
to be assessed 
prior to 
implementing 
the intervention. 
This was the first 
RCT that 
evaluated the 
effectiveness of 
individual 
MBCT.  Further 
research needs to 
be conducted on 
the effectiveness 
of individual 
versus group 
delivery of 
MBCT in 
treating 
depression.  
Participant 
experiences of a 
mindfulness-
based cognitive 
therapy group for 
cardiac 
rehabilitation 
(Griffiths et al.)  
Treatment: 
MBCT 
 
Setting/design: 
therapy room of a 
large urban 
medical center; 
interpretative 
phenomenological 
analysis; semi-
Post-
intervention, a 
theme that 
emerged from 
the interviews 
was that 
participants 
experienced 
increased 
awareness and 
Inclusion in the 
study was based 
off of a self-
referral process, 
which could 
have introduced 
selection bias. 
While the sample 
size is consistent 
with the IPA 
The intervention 
consisted of 
weekly 2-hour 
sessions for 8 
weeks. 
Interviews lasted 
1-2 hours and 
were conducted 
6-12 weeks post-
intervention. 
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structured 
interview 
 
Participants: 6 
individuals; 2 
participants were 
45-55; 4 
participants were 
65+ 
developed 
coping strategies 
to respond to 
stress triggers. 
Similarly, they 
experienced less 
self-persecutory 
thoughts.  While 
not all sessions 
were found to be 
helpful, the 
group experience 
was noted as 
enjoyable and 
soothing. In 
regards to 
homework 
practice, a need 
for commitment 
to the therapy 
was another key 
theme expressed 
by participants. 
MBCT also 
improved 
participants’ 
moods.  
design, results 
might not be 
generalizable. 
Further research 
needs to be 
conducted with 
larger samples.  
Participants 
noted frustration 
with confusing 
terms. 
Participants 
reported 
mindfulness 
strategies as 
generalizable 
and easily 
accessible for 
stress relief. 
While further 
research needs to 
be conducted, 
this study 
suggests that 
MBCT can be 
adapted for 
patients 
undergoing 
cardiac 
rehabilitation. 
Mindfulness-
based therapy in 
adults with an 
autism spectrum 
disorder: a 
randomized 
controlled trial 
(Spek et al.) 
Therapy: 
Mindfulness-
based therapy for 
Autism spectrum 
disorders (MBT-
AS) 
 
Setting/design: 
Adult Autism 
Center of 
Eindhoven, 
Netherlands; 
Randomized 
Controlled Trial  
 
Participants: 42 
individuals; 21 
randomized to 
MBT-AS group; 
Post-
intervention, the 
MBT-AS group 
experienced 
reduced 
depressive 
symptoms.  
Participants also 
experienced 
decreased 
anxiety and 
rumination. 
These results 
were not seen in 
the control 
group. An 
increase in 
positive affect 
was noted in the 
1 participant 
dropped out of 
the study, but the 
reason was 
provided and the 
participant was 
excluded from 
analysis. The 
sample size was 
small for a RCT, 
so there was an 
increased risk of 
Type I error. 
Studies with 
larger samples 
need to be 
conducted to 
better generalize 
results. All 
MBCT protocol 
was followed, 
but cognitive 
aspects of the 
therapy and use 
of metaphors 
were eliminated 
due to 
participants’ 
information 
processing 
deficits. To 
allow adequate 
time for 
information 
processing, the 
8-week program 
was extended to 
9 weeks, and the 
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21 randomized to 
wait list control 
group; ages 18-65 
MBT-AS group 
but not the 
control group.  
measures were 
self-reported, so 
future studies 
should 
incorporate 
different 
measures.  
3-minute 
breathing 
exercises were 
increased to 5 
minutes.  
Participants 
wrote down 
homework 
exercises and 
planning 
concerns were 
discussed 
individually.  
This was the first 
RCT that 
successfully 
adapted MBCT 
for adults with 
Autism.  
Mindfulness-
based cognitive 
therapy for 
adults with 
intellectual 
disabilities: An 
evaluation of the 
effectiveness of 
mindfulness in 
reducing 
symptoms of 
depression and 
anxiety 
(Idusohan-
Moizer et al.) 
Therapy: MBCT 
 
Setting/design: 2 
sites with 
consecutively 
running MBCT 
programs; South 
and Southwest 
areas of Devon, 
United Kingdom; 
quasi-
experimental 
pretest and 
posttest design  
 
Participants: 15 
individuals with 
intellectual 
disabilities and 7 
carers; 6 assigned 
to Group 1 with 3 
carers, 9 assigned 
to Group 2 with 4 
carers; ages 18+ 
Participants 
reported 
improvement 
with depression, 
anxiety, and 
compassion. 
There was a 
significant 
decrease in 
anxiety. All of 
these outcomes 
remained at 6 
weeks post-
intervention.  
10 out of 15 
individuals with 
intellectual 
disabilities 
completed all 10 
sessions.  2 out 
of 7 carers 
participated in all 
sessions. 
Reasons for not 
completing the 
program were 
not provided. 
Adaptations to 
the traditional 
MBCT program 
had no adverse 
effects on the 
effectiveness of 
this therapy. The 
sample size was 
small, 
threatening the 
generalizability 
of the results. All 
participants were 
Caucasian, so 
The program was 
extended to 10 
weeks. 
Participants 
received written 
materials 
designed for low 
literacy levels. 
CDs with 
meditations were 
provided. The 
body scan, some 
meditation 
exercises, and 
yoga stretches 
were eliminated 
from the 
program.  In 
order to reduce 
confusion, the 
program was 
simplified to 3 
repetitive 
exercises of 
mindfulness 
breathing, basic 
yoga, and foot 
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additional 
studies should 
attempt to 
include more 
diverse samples. 
The researchers 
theorized that 
support systems 
greatly influence 
participants’ 
motivation, so 
this factor might 
need to be 
addressed or 
evaluated in 
future studies.  
meditation.  
Weekly sessions 
were limited to 
1.5 hours and 
included a 10-
minute break. 
Carers were 
encouraged to 
attend sessions to 
positively impact 
participants’ 
experiences and 
offer support. 
This study 
suggests that 
MBCT can be 
adapted to treat 
depression in 
individuals with 
intellectual 
disabilities.  
Mindfulness-
based cognitive 
therapy: Benefits 
in reducing 
depression 
following a 
traumatic brain 
injury (Bédard et 
al., 2012) 
Therapy: MBCT 
 
Setting/design: 
Ottawa Hospital 
Rehabilitation 
Center in Ontario, 
Canada; pretest 
and posttest 
design  
 
Participants: 23 
individuals; ages 
20-77; mean age 
of 47.1  
Post-
intervention, 
there was a 
significant 
decrease in 
depressive 
symptoms for 
participants in 
the MBCT 
group. The 
MBCT group 
experienced 
more energy and 
less pain 
intensity. There 
was no 
significant 
decrease in 
anxiety. 
Participants’ 
functioning 
levels did not 
improve either.  
20 out of 23 
participants 
completed the 
study. The only 
explanation 
provided for the 
3 individuals 
who dropped out 
of the study was 
“personal 
reasons.”  The 
small sample 
size increased 
the risk of Type I 
error. All 
measurement 
tools used to 
assess depression 
provided similar 
results. 
However, there 
was no control 
group, so one 
cannot assume 
that the results 
In addition to 
recruiting 
individuals with 
TBI, caregivers 
and family 
members were 
asked to describe 
the TBI patients’ 
understanding of 
their own 
condition.  
MBCT sessions 
were limited to 
1.5 hours. 
Techniques were 
reviewed 
frequently. 
Participants were 
provided with 
CDs to facilitate 
meditation 
practice at home. 
This study 
suggests that 
MBCT can be 
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were solely due 
to MBCT. 
Compliance with 
homework 
practice was not 
documented.  
adapted to treat 
depression in 
individuals with 
TBI.  
Mindfulness-
based cognitive 
therapy for TBI 
reduces 
symptoms of 
depression: 
Results from a 
randomized 
controlled trial 
(Bédard et al., 
2013) 
Therapy: MBCT 
 
Setting/design: 3 
sites; 
Rehabilitation 
Hospitals in 
Ottawa, Toronto, 
& Thunder Bay; 
parallel group 
controlled trial 
with balanced 
randomization  
 
Participants 76 
outpatients; 38 
randomized to 
MBCT group; 38 
randomized to 
control group; 
ages 18+  
Post-
intervention, the 
MBCT group 
experienced less 
depressive 
symptoms as 
shown by the 
BDI-II. 
According to the 
BDI-II, this 
result remained 
at 3 months post-
intervention. 
Although, 2 
additional scales 
did not show a 
reduction in 
depressive 
symptoms.  
There was a high 
attrition rate, and 
reasons for 
dropping out of 
the study were 
not addressed.  
There was no 
record of 
adherence to 
homework 
exercises. 5 
participants were 
assigned to the 
MBCT group 
without 
randomization.  
The first year of 
the study was 
dedicated to 
training 10 
facilitators. 
Weekly MBCT 
sessions were 
limited to 1.5 
hours.  The 
program was 
extended to 10 
weeks. To 
prevent fatigue 
and address 
problems with 
concentration 
and memory, 
meditation 
sessions were 
shortened. Visual 
aids and 
repetition 
assisted with 
participants’ 
understanding.  
Participants were 
asked to write 
down their 
observations and 
questions. 
Everyone 
received a 
meditation CD 
and handouts. 
This was the first 
RCT to study 
MBCT for 
treating 
depression in 
TBI patients, and 
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it suggests that 
MBCT can be 
adapted to treat 
depression in 
individuals with 
TBI. 
A qualitative 
analysis of 
mindfulness-
based cognitive 
therapy (MBCT) 
in Parkinson’s 
disease 
(Fitzpatrick et 
al.)  
Therapy: MBCT 
 
Setting/design: 
No setting 
described; 
interpretative 
phenomenological 
analysis with 
semi-structured 
interview 
schedule 
 
Participants: 12 
received MBCT 
intervention; 10 
interviewed pre- 
and post-
intervention; 2 
only interviewed 
post-intervention; 
mean age of 66.3  
Post-MBCT 
intervention, 
participants 
strengthened 
existing coping 
skills and 
identified 
positive changes 
to coping 
responses. 
Participants 
noted group 
support and the 
experience of 
mindfulness 
mediation as key 
benefits. Themes 
identified in this 
study suggest 
that MBCT for 
people 
Parkinson’s 
disease could 
assist with 
rumination, 
social 
relationships, 
confidence, and 
coping with 
stress. Another 
theme that 
emerged was that 
MBCT reduced 
social avoidance, 
and social 
avoidance can be 
predictive of 
depression. 
Participants 
referred 
themselves for 
the MBCT 
course, creating 
potential 
selection bias. 
One of the 
researchers 
participated in a 
separate MBCT 
course to gain 
understanding. 
His diary was 
acknowledged 
during theme 
selection for this 
study, which 
could have 
introduced 
confirmation 
bias. 1 individual 
dropped out of 
the study and no 
explanation was 
provided.  
The clinician 
leading the 
course assessed 
all participants to 
identify any risks 
or special needs, 
but no one was 
excluded from 
the study based 
on this 
assessment. No 
modifications 
were needed for 
Parkinson’s 
disease, but 
participants were 
told that all 
movement 
exercises were 
voluntary and 
warned not to 
move in a way 
that would cause 
them strain or 
harm. This study 
suggests that 
MBCT is 
acceptable for 
individuals with 
Parkinson’s 
disease.  
 
